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L 000 INITIAL COMMENTS L 000

 This survey visit was for a federal hospice 

recertification and state relicensure

Survey Dates:  August 2-5, 2016

Facility  ID:  7970

Provider # 15-1529

Medicaid Vendor # 200131630A

12 month admissions:  210

Records Reviewed : 13

Bereavement Records 2

Home Visits With Records Reviewed : 3

Schneck Medical Center Hospice is in 

compliance with 42 CFR 418. Regulations for  

Hospice Providers
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